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Statement of Purpose

This resource was developed through a collaborative effort between
the University of Maryland School of Medicine, the University of
Maryland, Baltimore County, and Morgan State University, in
partnership with the Maryland Early Intervention Program. The
content herein provides guidance to help training programs and
instructors integrate classroom content on culturally responsive and
equitable early psychosis identification and intervention in
behavioral health pre-service programs. Included in this document
are best practices, action steps, examples, and recommended
resources to support this effort.

This project is aoffiliated with the Maryland Early Intervention Program:
A collaborative for the early identification and treatment of mental
illness with psychosis. Funding for the Maryland EIP is through the
Maryland Department of Health's Behavioral Health Administration
(BHA).

Recommended APA Reference
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D, Parson, N, McNulty, C, & Lever, N. (2025). Culturally Responsive and Equitable Early
Psychosis Pre-Service Training.
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Glossary of Acronyms &
Terms

Attenuated psychosis An experience where psychosis symptoms are present but
less severe than those that meet the clinical criteria for a
psychosis spectrum disorder.

BIPOC Black, Indigenous, and People of Color
CARE Culturally Responsive, Anti-Racist, and Equitable
Early psychosis Initial onset of psychosis symptoms that meet the clinical

criteria for a psychosis spectrum disorder; also often referred
to as first episode psychosis (FEP).

EBI Evidence-Based Intervention

latrogenic harms Damage or hurt generated by health care services,
experiences, and interactions.

Overpathologizing The tendency to diagnose normal human emotions,
behaviors, or experiences as symptoms of a mental disorder.

PLE People with Lived Experiences

Psychoeducation A portmanteau of psychological education; A process of
teaching patients and families about various facets of the
mental health condition and its treatment so that they can
work with mental health professionals towards a more
positive outcome.

Recovery-oriented care Services and supports that are person-centered and build on
the strengths and resiliencies of individuals, families, and
communities to achieve recovery, decrease stigma, and
improve quality of life.

SLO Student Learning Outcome
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Considerations
for Organizations




ORGANIZATIONAL CONSIDERATIONS

Integrating early psychosis education into mental health pre-service training
programs requires consideration, effort, and ongoing evaluation across multiple
facets. Primarily, it is important to consider factors at the organizational level of
training programs in order to most effectively adapt early psychosis training to
each unique educational context. This section includes best practice guidelines,
considerations, and recommendations for implementing early psychosis training in
clinical mental health graduate programs.

Program Values & Makeup

Successful implementation of evidence-based intervention (EBI) training in the
pre-service context requires a nuanced understanding of the unique ecologies,
values, and priorities of each training program.

Before implementing early psychosis training into pre-service programs, relevant
organizational factors should be evaluated, such as:

e Programmatic interest in providing instruction on EBIs, including early
psychosis clinical care models.

¢ Pre-existing programmatic coursework focused on psychosis and related
EBIs (e.g. Cognitive Behavioral Therapy).

¢ Dedicated time to psychosis-related course content.

¢ Availability of psychosis-related fieldwork placements or practical
training opportunities to reinforce classroom learning.

e Availability and/or expertise of instructors in early psychosis content.

¢ Accreditation and licensure considerations for training programs and
students within the discipline.

The training considerations and content described in subsequent sections of this
document should be adapted to fit with program-specific information related to
previously described factors.
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ORGANIZATIONAL CONSIDERATIONS

Faculty Training & Recruitment

Faculty-related factors such as limited expertise in EBI models, variety across
clinical intervention curriculum, and limited time for course development can
impede successful implementation of EBI training in pre-service programs.

The following resources and recommendations are provided to supplement faculty
training in support of early psychosis pre-service classroom training:

e Early psychosis training modules via the MDBehavioralHealth.com Early
Intervention Program (EIP) course

e The National Institute of Mental Health (NIMH)'s Evidence-Based
Treatments for First Episode Psychosis: Components of Coordinated
Specialty Care summary document [see Appendix Al

e Early Assessment & Support Alliance (EASA)'s Resources page

Content & Structure Development

The type and depth of information provided in a pre-service course should be
adapted to fit the needs of the program, depending on coursework, course
sequencing, and training priorities.

For example, a generalist clinical mental health program may find that early
psychosis training content can be covered within a single class — or a portion of a
class — during a general psychopathology course. Although this precludes delivery
of an in-depth curriculum on early psychosis, adaptations may be made to provide
training and broad psychoeducation on early psychosis and the fundamental
principles underlying early psychosis care.

On the other hand, programs providing specialized semester-long courses and/or
practical fieldwork training opportunities on early psychosis require a substantially
different approach to curriculum (see Advanced Graduate Seminar content).
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https://app.mdbehavioralhealth.com/online-training/
https://easacommunity.org/resources/

ORGANIZATIONAL CONSIDERATIONS

Program Evaluation & Modification

Once best practice information has been incorporated into program structure, it is
essential that fidelity of implementation is evaluated throughout the process and
that adjustments are made as necessary.

For example, early implementation might yield course content that fits within class
structure but that does not cover important best practice information. Content
might need to be adjusted to ensure that complete and accurate information is
being disseminated.

Similarly, certain suggested course activities related to best practice content might
not be as effective in certain contexts as in others. Therefore, activities and other
aspects of best practice content should be adjusted according to different student
needs and classroom environments.
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Considerations
for Instructors




INSTRUCTOR CONSIDERATIONS

Depending on the type and depth of pre-service training on early psychosis EBIs,
instructors may utilize recommended resources to enhance their understanding of
early psychosis and models of care. When developing a training program,
instructors are encouraged to consult with EBI experts and can review these
resources to develop foundational knowledge of these topics. This section may
serve as an initial guide for approaches to instruction and supervision.

Prior to teaching seminar content, it is recommmended that instructors review the
goals and objectives outlined in the material in addition to following the processes
outlined below.

Expertise Assessment

Instructors should assess their current level of expertise in the areas of psychosis,
early identification and intervention of psychosis, and culturally responsive best
practices before teaching this material. This process can be done informally by
appraising previous coursework and/or clinical expertise, or can be aided by the
use of validated assessments or tools used within the field of early psychosis
identification and intervention (e.g, see Appendix B).

Enhancement of Psychosis Knowledge

If the process of expertise assessment reveals any gaps in knowledge, it may be
useful for instructors to review educational materials and resources about
psychosis. Specifically, it is important to understand the historical/cultural factors
that impact the field's understanding of psychosis; the prevention-oriented
framework behind early identification and intervention for psychosis spectrum
concerns; best practices in the assessment and treatment of psychosis; and
perspectives about psychosis from those with lived experience.

Although psychosis is commonly studied and taught in most pre-service
behavioral health programs, most instructors do not have extensive expertise in all
of these concepts.
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INSTRUCTOR CONSIDERATIONS

Some resources that provide information on these topics include:

Historical & Cultural Context
e What is psychosis?, Five phases of psychosis, and Everybody has psychotic experiences:
These (one- to three-minute) videos from PsychoseNet provide brief refreshers on
fundamental concepts around psychosis.

e The Troubled History of Schizophrenia. How Race Shaped an lliness: A lecture from Dr.
Stephen Smith on how and why the diagnosis of schizophrenia has been applied
unevenly in the United States, and how race can impact diagnosis and treatment for
individuals.

Early Identification & Intervention

e Maryland Early Intervention Program (EIP) training via MDBehavioralHealth.com: This free
online course offers 25 modules covering the early identification and intervention for
adolescents and young adults at risk for, or in the early stages of, a mental illness with
psychosis.

e Psychosis-Risk and Early Psychosis Program Network (PEPPNET) Webinars: PEPPNET is a
network of experts dedicated to expanding attenuated and first episode psychosis
program training, coordination, and awareness. This online training library provides
video content on a variety of topics related to early psychosis.

Best Practices in the Assessment & Treatment of Psychosis
e Clinical High Risk for Psychosis: Screening, Assessment,_and Treatment: A training video
from Dr. Jason Schiffman on identification, screening, and psychosocial interventions for
individuals displaying signs that they may be at risk for psychosis.

» fvidence Based Treatment for First Episode Psychosis: A webinar from Dr. Iruma Bello
providing an overview of psychosis, practical advice for explaining psychosis to youth
and families, and insights into evidence-based care for those experiencing their first
episode of psychosis.

Lived Experience Perspectives about Psychosis
e Schizoaffective disorder. Juan'’s Story & Hearing_voices, paranoia and schizophrenia:
Miles's Mental Health Story: Two stories about experiencing psychosis firsthand. First,
Juan'’s positive experience with mental healthcare after his first episode of psychosis,
and how early intervention can make a significant difference in an individual's life.
Second, Miles’s reflections on frightening and lonely experiences during his first episode
of psychosis, and how talking about it can help fight stigma.

* Schizophrenia: Talking_about mental health: A coffee house discussion among five
individuals who experience psychosis. They discuss symptoms, related treatment, the
effects of medication, the impact of stigma, and the importance of terminology.
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https://youtu.be/gy6zcbR5xXw?si=dA48g_DZCij35U-h
https://youtu.be/DdiPK3-K5is?si=kn0LjiJJsjidnWj8
https://youtu.be/rKtvW_5UIyg?si=Xmt5Dz9TLbNt_Eee
https://www.youtube.com/watch?v=HObQPLyqrTw
https://www.youtube.com/watch?v=HObQPLyqrTw
https://app.mdbehavioralhealth.com/online-training/
https://med.stanford.edu/peppnet/PEPPNETWebinars.html
https://youtu.be/ITaIWgkLGUs?si=X2t9v7U4Dt92uTMH
https://www.youtube.com/watch?v=JUuzL4Emfjc
https://www.youtube.com/watch?v=WWItoZNFGwY
https://youtu.be/ITaIWgkLGUs?si=X2t9v7U4Dt92uTMH
https://www.youtube.com/watch?v=KYW86kX3Ea8
https://www.youtube.com/watch?v=KYW86kX3Ea8
https://www.youtube.com/watch?v=KYW86kX3Ea8
https://www.youtube.com/watch?v=1le_D--fjlo

INSTRUCTOR CONSIDERATIONS

Collaboration with Accessible Subject Matter Experts

Based on instructor time, capacity, and expertise, it may be useful to connect with
subject matter experts to assist with teaching of this classroom content. This can
take the form of a collaborative co-facilitation or teaching approach, providing a
portion of class time for subject matter experts to present their own information
about any topics in which the instructor may lack expertise, or having subject
matter experts teach the entire class on this topic.

Subject matter experts could include researchers or faculty members at
universities or academic medical centers who focus on early psychosis
identification and intervention, or licensed care providers who provide services in
an early psychosis coordinated specialty care clinic. It is often the case that grant-
or government-funded early psychosis care programs provide community
outreach and education services on the topic of early psychosis, so it may be
beneficial for instructors interested in inviting a subject matter expert to present in
their classroom to reach out to a local early psychosis coordinated specialty care
program. A map or directory of early psychosis intervention programs may be
useful in aiding instructors to find local resources for this effort (e.g, SAMHSA's Early
Serious Mental lliness Treatment Locator).

Culturally Responsive, Anti-Racist, & Equitable (CARE)
Teaching

Individuals experiencing psychosis are diverse across facets of identity including
race, ethnicity, gender, religion, socioeconomic status, family structure, and
environmental contexts. Therefore, instructors should be equipped with awareness,
knowledge, and skills promoting cultural responsiveness, anti-racism, and equity
(CARE) in early psychosis teaching and care.

Instructors should embark on their own learning experience related to cultural
responsiveness, anti-racism, and equity in preparation for meaningful integration
of these principles into training education programs. Central themes include
critical self-reflection, cultural humility, and routine assessment of CARE skills.

Best practices for engaging in CARE teaching include intentional self-examination
of personal and professional awareness, knowledge, and skills.
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https://www.samhsa.gov/find-help/locators/esmi
https://www.samhsa.gov/find-help/locators/esmi

INSTRUCTOR CONSIDERATIONS

Self-Assessment of Identities

Professional standards guiding the work of mental health professionals have long-
established the importance of recognizing, valuing, and incorporating the identities
of clients into care. Culturally responsive, collaborative care is best achieved when
professionals are aware of personal identities as they influence values and belief
systems that can impact the quality of care provided, particularly when differences
are present.

In addition to examining various levels of identity (e.g., race, gender, religiosity,
education), instructors should also understand associations of each, and their
intersections, with power, privilege, or disadvantage. To get started, instructors can
consider use of Dr. Pamela Hays's ADDRESSING model (2016). ADDRESSING is an
acronym comprising age, developmental disabilities, acquired disabilities, religion,
ethnicity, sexual orientation, socioeconomic status, indigenous group membership,
nationality, and gender, which altogether contributes to an awareness of cultural
identity. The framework also provides information about groups within each
category associated with more or less power.

Self-assessment also enhances cultural humility. As defined by Dr. Paul Rosenblatt
(2016), cultural humility is "a respect for and openness to whatever the other
chooses to communicate.” It ‘involves putting aside my ego and my expertise and
taking on the role of learner" and should be the foundation from which instructors
operate in their preparation, delivery, and adaptation of any culturally responsive
and equitable curriculum.

Understanding & Addressing Bias

Increasing awareness, appreciation, and understanding of one's identities is a
process that enhances competency in confronting and teaching about significant
topics impacting psychosis care including bias, stigma, and prejudice.

Briefly, biases are positive or negative feelings, attitudes, prejudices, or beliefs held
about a person or group that can operate explicitly or implicitly. When individuals
are aware of their biases for or against others, they are explicit. Examples include
racist jokes and commentary. Alternatively, implicit biases are subconscious and
impact behavior, decision-making, and interactions without the individual's
awareness.
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https://psycnet.apa.org/record/2015-31287-000
https://psycnet.apa.org/record/2016-17186-006

INSTRUCTOR CONSIDERATIONS

A few facts about implicit bias:

Everyone has implicit bias.

Implicit biases typically favor dominant culture.

Early Implicit biases impact our preferences, decision-making,
interactions, and efforts.

Implicit biases can change.

In preparation for teaching related content, instructors are encouraged to learn
about and self-examine personal biases that may influence what they believe and
how they think about various categories of identity. Per the scope of this resource, it
is recommended that biases toward minoritized racial and ethnic groups, low
socioeconomic status, and psychosis be prioritized.

Consider taking an Implicit Association Test to learn more about bias and evaluate
your own, as well as exploring SAMHSA's Improving_Cultural Competence Treatment
Improvement Protocol and their Tools for Assessing_Cultural Competence.

Although individual and relational factors (client and clinician dyad) are important
considerations for CARE, it is also critical to address structural factors and for
providers and pre-service students to develop “structural competency” (Metzel &
Hansen, 2014), given the strong contribution of systemic and structural factors on
disparities in mental health care. Important considerations and competencies in
this domain include:

e Gaining knowledge and awareness of the structures that play a role in clinical
care;

e Integrating and reframing cultural formulations of mental health and behavior
to include structural considerations;

e Developing and implementing structural interventions and efforts to address
structural factors impacting mental health; and lastly,

e Developing “structural humility,” or understanding the limitations of one’s own
structural competence and the degree to which interventions can be
implemented and succeed within the context of clinical care and the lives of
clients and families.
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https://implicit.harvard.edu/implicit/
https://www.ncbi.nlm.nih.gov/books/NBK248428/
https://www.ncbi.nlm.nih.gov/books/NBK248428/
https://www.ncbi.nlm.nih.gov/books/NBK248428/
https://www.ncbi.nlm.nih.gov/books/NBK248429/
https://doi.org/10.1016/j.socscimed.2013.06.032
https://doi.org/10.1016/j.socscimed.2013.06.032

INSTRUCTOR CONSIDERATIONS

Additionally, instructors should prepare themselves with knowledge about common
facilitators and barriers to CARE treatment for clients and families accessing
psychosis care.

Intersections of CARE & Psychosis

Although CARE principles are relevant to all mental health diaognoses and related
services, there are particular factors that are worth noting with increased salience
when considering psychosis, including content related to stigma and culturally
sensitive assessment.

Importantly, intersectional stigma describes the convergence of stigmatized
identities and acknowledges the cumulative impact on mental health and well-
being. Stigma, and the intersectional nature of identities as they confer risk and
protection from stigma, is an important factor to consider with psychosis. For
example, individuals and families from traditionally minoritized racial and ethnic
groups experience outsized stigmna — both internally (self-stigma) and externally
(from providers and community members) — as compared to those from
dominant identity groups. Additionally, discrimination and stigma are thought to be
risk factors for the development or exacerbation of psychosis. It is important,
therefore, when teaching concepts related to diagnosis and treatment of psychosis
to both inform students about these issues as well as to provide an overview of
potential interventions to address these concerns. A few critical domains for
consideration are highlighted below.

Implications of a Psychosis Diagnosis

Although early identification and diagnosis is critical for promoting positive
outcomes for clients and families, there can be stigma associated with, or negative
consequences resulting from, receiving a diagnosis of a psychosis-spectrum
disorder. For individuals from traditionally marginalized groups, this phenomenon
may be particularly strong. Such consequences can include limiting of
opportunities (e.g, work, social), poor quality of mental health care, and higher
likelihood of involvement with the criminal legal system. Providers who work with
individuals from marginalized communities experiencing early psychosis should be
mindful of these considerations, and take steps to reduce to the extent possible the
iatrogenic effects of early identification for clients and families.
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INSTRUCTOR CONSIDERATIONS

Accessibility & Pathways to Care

Individuals from marginalized communities — including BIPOC and traditionally
minoritized groups — often experience reduced access to early identification and
intervention services, and demonstrate higher rates of entry into the mental
healthcare system via traumatic pathways, such as criminal legal involvement or
emergency petition.

Such factors are important to consider when making attempts to build rapport with
clients and families. Reflect on their prior healthcare experiences and reasons why
skepticismm may be present about the utility or trustworthiness of mental health
care and related systems. It is also helpful to engage leaders and key stakeholders
within communities that have traditionally experienced disparities in care access
and quality to support proactive outreach efforts to maximize knowledge about
psychosis and relevant treatment resources and encourage use of these services.

Strengths-Based Perspectives & Recovery-Oriented Care

Given both the stigma associated with psychosis and the biases and assumptions
often held about individuals from marginalized identity groups, it is often the case
that behavioral health providers are more apt to perceive clients from a
pathology-focused lens when working with minoritized populations. Since recovery-
oriented, client-centered care is considered the gold-standard treatment
approach to early psychosis, it is critical that clinicians take a strengths-based
approach to understanding and working with minoritized clients and families.

Additionally, recognition and integration of strengths in treatment planning
maximizes the likelihood that early psychosis interventions will be both successful
and palatable to clients and families.

Myths & Stigma About Psychosis

Similar to other mental health diagnoses, there are a number of myths and
misconceptions about psychosis held by not only the general public, but by
behavioral health service providers as well!
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INSTRUCTOR CONSIDERATIONS

Below are some commonly held myths about psychosis, and the reality behind
them:

Violence and Psychosis
* Myth: People with psychosis are often violent and dangerous.
e Truth: The maijority of people with psychosis are not a danger to others. In fact,

they're more likely to be victims of violence or suffer from fear and confusion as
a function of their psychosis symptoms.

The Lifespan of Psychosis
e Myth: Once diagnosed with psychosis, one will suffer from it for life.
e Truth: Most individuals find recovery from psychosis and manage symptoms

effectively. When help is sought early, some will never have another episode of
psychosis.

Treatment Possibilities
e Myth: Psychosis cannot be treated or managed.

e Truth: Psychosis is a treatable condition. Effective interventions, including
medication and therapy, significantly improve functioning and wellbeing.

Causes of Psychosis
* Myth: Psychosis is caused by poor parenting or personal failings.

e Truth: Psychosis has multifaceted causes including genetic, environmental, and
psychological factors, not personal or parental fault.

Achievements and Quality of Life
* Myth: Those with psychosis cannot achieve their goals or lead normal lives.

* Truth: With appropriate support and treatment, individuals who experience
psychosis can lead vastly fulfilling lives and successfully accomplish goals.

Language & Stigma (How Instructors Discuss & Teach Content)

Using correct and non-stigmatizing language regarding psychosis is of the utmost
importance when teaching this content. Stigma is defined as negative attitudes
(prejudice) or negative behavior (discrimination). Stigma may account for
approximately 25% of decisions not to seek treatment for mental health (Mental
Health Million Project, 2021).
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https://sapienlabs.org/wp-content/uploads/2021/06/Rapid-Report-2021-Help-Seeking.pdf
https://sapienlabs.org/wp-content/uploads/2021/06/Rapid-Report-2021-Help-Seeking.pdf

INSTRUCTOR CONSIDERATIONS

Language is powerful, and the language used in seminars such as this can help
dissolve misconceptions and stereotypes rather than perpetuate them.

USE person-centered language rather than language that focuses on the diagnosis first
or that labels the person.
e.g, say “a person experiencing schizophrenia” rather than “a schizophrenic”

USE non-stigmatizing language to describe behavior.
e.g, say “the person’s behavior was unusual” or “erratic” rather than “the person was acting
deranged” or “crazed.”

AVOID terminology suggesting a lack of/lower quality of life for those experiencing
mental health concerns.
e.g, say “a person is being treated for” rather than “a person is suffering from.”

AVOID using language that sensationalizes mental iliness.
e.g, “psycho,” “crazy,” etc.

AVOID colloquialisms about mental health treatment as to not hinder treatment seeking.
e.g, say “antidepressants,” “mental health care provider,” “mental health hospital,” etc,
rather than “happy pills,” “shrink,” “mental institution,” etc.

AVOID using mental health terms in other contexts.
e.g., “schizophrenic economy,” or “schizophrenic approach to managing tasks”

Preparation for Curriculum Implementation

Given the sometimes sensitive nature of topics around race, culture, psychosis, and
behavioral health treatment, it is helpful to review some of the common challenges
and relevant strategies to address these situations.

Language Matters

Given the scope of this topic, instructors must be proactive and responsive to
challenging commentary or situations experienced as racist, prejudiced, biased, or
oppressive. The American Psychological Association (APA)'s Inclusive Language
Guide is a helpful reference for ensuring the use of terms that respect and reflect
the voices of those who have been historically marginalized and/or stereotyped.

Proactive Strategies
Review pages 13-15 of this guide to self-assess and enhance CARE in psychosis
awareness, knowledge, and skills.
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https://www.apa.org/about/apa/equity-diversity-inclusion/language-guidelines
https://www.apa.org/about/apa/equity-diversity-inclusion/language-guidelines
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INSTRUCTOR CONSIDERATIONS

Proactive Strategies (continued)

Explicitly integrate CARE throughout the course syllabus to promote effective
communication, authentic engagement, and safety (psychological, emotional, and
physical) within the learning environment. Common areas to introduce CARE
principles include:

Value statements: Review Clemson University’'s Towards an Inclusive Syllabus Guide to learn
about preparing for and writing high-quality and welcoming value statements.

Student Learning Outcomes (SLOS): CARE-focused SLOs are inclusive, readily measurable, and
student-centered. Regarding the latter, students should perceive each SLO as relevant for
enhancing their knowledge and skills. Consider involving students in the development of SLOs
to promote voice elevation and inclusion.
e CARE SLO example: Apply cultural humility, cultural responsiveness, anti-racism, and equity within
learning and clinical settings to promote safety for all, including peers, instructors, and clients.

Course Content and Readings: Consider the following questions:
e Is content inclusive of traditionally underrepresented perspectives throughout course material (not as
a separate section/add on)?
¢ Does instructor-created content demonstrate fair attention to relevant topics and issues regardless of
personal biases?
e Are the voices and perspectives of people with lived experiences (PLE) reflected across teaching
materials including textbooks, articles, videos, slide decks, and images?

Discussion Etiquette: Whole- and small-group methods will be used to facilitate critical
discussions about a range of topics, including psychosis, bias, racism, and oppression. To
promote safety within the learning environment, students and instructors are expected to
adhere to the following guidelines while participating in all in-person, online, and hybrid
learning and clinical forums:

e Have a beginner's mind — prioritize cultural humility.

e Self-evaluate and state your intention.
Use person-first language.
Speak for yourself and your intentions only.
Assume positive intent and own negative impact.
Acknowledge and apologize when you make a mistake.
Respect confidentiality.

Communication Policy: Detail procedures communicating with the instructor about student
feedback, needs, and/or concerns. Preferred contact methods (e.g., email, phone, institutional
platforms), standard availability, and response time expectations (e.g., within 24 hours) should
be included.

Technology and Material Requirements: Provide clear information about the technology and
other materials required for participation in the course. Within this section, include information
about accessible, free and low-cost resources (e.g, loaner laptop, textbooks) to promote
access and equity within the learning environment.
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https://media.clemson.edu/otei/resources/syllabus-guide.pdf
https://media.clemson.edu/otei/resources/syllabus-guide.pdf

INSTRUCTOR CONSIDERATIONS

Responding to Miscommunications & Other Errors

In the event the instructor is confronted about contributing to biased, racist, or
discriminatory experiences, the instructor is encouraged to consider the following:

e Express gratitude to the individual for providing critical feedback.

e Summarize their perspective and ask clarifying questions to ensure
understanding.

e Apologize for miscommunication and/or harm done and clarify intentions.
e Restate commitment to cultural humility.

e Describe solutions and next steps for correcting the error.

e Ask for and incorporate their feedback on solutions identified.

e Follow through on solutions identified to rectify the problem.

The instructor is also responsible for challenging oppressive behaviors that occur in
the classroom. The following steps were developed by Speak Up Against Bias for
use within learning settings, but the strategy can be broadly applied:

Interrupt: Acknowledge and stop the encounter, comment, or behavior as soon
as it is recognized to be harmful. Use language such as, “hold on a second” or
“I'm surprised to hear that language” to intervene initially. Swift, firm confrontation
of bigotry, oppression, and prejudice sets an early precedent that diversity will be
valued and protected.

Question: Questions can be a powerful teaching tool for the student and
instructor. Ask simple questions like “what do you mean by that?” or “why did you
say that?" to better understand sources of prejudiced or biased actions. Asking
questions also allows the individual an opportunity to clarify or correct their own
behavior and provides the instructor with context and information to complete
the next step.

Educate: Hateful intention is not the root of all harmful behavior. For an example,
lack of formative exposure to diverse populations may help to explain a student's
use of derogatory terminology. Regardless of intention, instructors should be
prepared to educate involved students about the harm associated with
derogatory words and reteach language expectations that promote respect,
inclusivity, and safety.
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https://www.learningforjustice.org/sites/default/files/2019-04/TT-Speak-Up-Guide.pdf

INSTRUCTOR CONSIDERATIONS

Responding to Self-Disclosures about Mental Health

In the event that students disclose sensitive information pertaining to themselves or
loved ones, the instructor should create a safe atmosphere in which to briefly
acknowledge and (where appropriate) show appreciation for the disclosure, in that
it may help to reduce stigma and increase awareness. However, the instructor can
also encourage the student to speak with them privately after class should they
require further discussion or resources.

In the event that students disclose information pertaining to a clinical case, similar
procedures should be followed. In addition, the instructor might acknowledge the
complexities of specific cases and (where appropriate) show appreciation for how
the student handled the situation. Further discussion and resources outside of class
time may be offered.
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Considerations
for Classrooms




This section outlines the introductory psychosis seminar intended for individuals in
behavioral health pre-service training programs across different disciplines,
including school counselors, clinical psychologists, social workers, and mental
health counselors. This seminar should be incorporated into curricula within
programs that include a strong foundation in identifying, understanding, and
treating a wide range of mental health disorders and that ensure professionals are
equipped with both theoretical knowledge and practical skills in psychopathology,
integrating evidence-based approaches for assessment, diagnosis, and
intervention. Curricula should also stress the importance of cultural competence,
ethical practice, and ongoing professional development in order to adapt to
evolving standards in mental health care.

Introductory Seminar: Classroom Content

This seminar should be delivered across a minimum of 3 hours and should include
the following content:

Knowledge Pre-Test

A brief (10-minute or less) knowledge pre-test (see Appendix B) should be
administered to assess student knowledge of material prior to content delivery. This
will serve as a checkpoint against which students can compare knowledge
acquired during the seminar.

Teaching Themes

The following themes outline the core topics that should be covered in this seminar.
The material should be adapted and integrated into each unique classroom'’s
context while embedding a culturally responsive and equitable perspective
throughout.

e Theme 1: Psychosis: Fundamentals and Historical Context
This theme focuses on classroom content seeking to equip students with a solid
understanding of psychosis, including its development within historical and
cultural contexts. It aims to provide a comprehensive background, enhancing
comprehension of how conceptualizations of psychosis have evolved over time
and have been influenced by the historical and cultural settings in which they
were developed.
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e Theme 2: Early Psychosis Symptom Identification and Trajectory
Course content will help students learn to recognize the symptoms of psychosis
across the lifespan and understand the diverse trajectories of risk and resilience
in mental ilinesses featuring psychosis from a developmental perspective.

e Theme 3: Challenges in Early Psychosis Intervention and Identification
This theme reflects classroom content that addresses the complexities and
specific considerations essential for timely and effective intervention in early
psychosis. It highlights the obstacles practitioners, clients, and families often
face in identifying and addressing concerns related to early psychosis.

e Theme 4: Early Psychosis Screening and Referral
The final theme of this classroom-based training aims to outline the most
effective strategies and tools for early psychosis screening, in addition to
relevant information and resources about referring clients who may benefit
from further early psychosis identification and intervention services.

Advanced Graduate Seminar

The above material is intended for an introductory-level course for pre-service
students. However, the seminar can be modified to accommodate an advanced
graduate seminar by incorporating the following content:

Overview of Best Practices and Tools for Early Psychosis Identification &
Intervention

In order to gear the seminar material to the advanced graduate level, a broad
overview should be provided concerning best practices and tools for assessment
and treatment of early or attenuated psychosis. This should involve reviewing the
pitfalls of assessment and becoming familiar with tools that help promote
culturally responsive assessment of early or attenuated psychosis. Similarly,
instructors should review cultural considerations in providing treatment for early or
attenuated psychosis and introduce tools for culturally responsive intervention.

This additional content should include an overview (and concrete exomples) of
measures and interventions that are considered the gold standard for culturally
responsive care.
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Application, Practice, Role-Play

Another aspect of adapting the seminar to the advanced graduate level involves
practical application, practice, and role-play. The instructor should provide
examples of practical application concerning the presented material
Students/trainees should be prompted to pair up and role-play portions of
assessments and interventions during class time in addition to engaging in further
practice on their own.

Recommended Content per Objective

Given the depth and breadth of the topic of early psychosis identification and
intervention, the time spent in the classroom integrating this material into a course
could range from a short portion of a class to a number of separate class days
dedicated to this content.

To assist instructors in identifying the essential subjects that should be addressed,
a list of recommended core content areas broken down by theme is provided

below:
Theme 1: Psychosis: Fundamentals and Historical Context
e Psychosis definition, associated symptom categories, and related
DSM-5 diagnoses.
e History and impact of racism on the conceptualization and treatment
of psychosis.
Theme 2: Early Psychosis Symptom Identification and Trajectory
e Typical developmental trajectory of psychosis across the lifespan, and
how psychosis may co-occur with critical developmental tasks of
adolescence and young adulthood.
e The severity spectrum of psychosis, and the difference between
subclinical, attenuated, and full threshold symptoms of psychosis.
Theme 3: Challenges in Early Psychosis Intervention and Identification
e Unigue challenges in diagnosing psychosis.
e Categories of assessment challenges: symptomatic misattribution,
overpathologizing, and underdiagnosing.
Theme 4: Early Psychosis Screening and Referral
e Early psychosis screening tools and their application.
e Culturally sensitive assessment and referral practices.
(ke M
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Teaching Methods & Modalities

Instructors are encouraged to engage with the following methods and modalities
of teaching to ensure that the classroom environment is conducive to inclusive
learning:

Considerations to Promote Diversity, Equity, & Inclusion

As mentioned in the Proactive Strategies section, the syllabus should outline how
CARE will be promoted throughout the course and demonstrated by the instructor,
students, and others contributing to the learning environment (e.g., supervisors,
visiting professors). Additionally, there are a variety of teaching methods and
modalities that can enhance content relevance, application, and impact.

Instructor Modeling

Instructors should make sure not only to convey information but to model the
principles, values, and content outlined in these guidelines and in this seminar.
Instructors may use the following checklist to guide them in appropriate modeling
and enhance application of course content:

Use appropriate language.
¢ ie, inclusive, person-centered, non-stigmatizing, non-
sensationalizing, non-degrading, anti-racist, etc.

Engage in self-reflection to assess:
e One's own identities and how they show up in class;
¢ Intersections of power and privilege or disadvantage; and
e One's own biases, values, stigmas, beliefs, and assumptions
about psychosis.

Model the principles of CARE when teaching about psychosis.
e Use culturally responsive language.
e Use equitable and inclusive teaching strategies.
e Promote anti-racism/anti-oppression.

Review principles and expectations prior to facilitating CARE-focused content,
discussions, and/or activities.
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Student Self-Reflection

Students’ personal experiences, beliefs, and values will shape how they learn,
perceive, and apply content delivered throughout the course. Self-reflection is an
invaluable tool instructors should use strategically to develop students’ abilities to
identify pertinent identities (e.g., beliefs, values, ossumptions) and understand how
they can influence delivery of mental health care, particularly to individuals
representing traditionally underserved communities.

Diverse teaching methods can be used to encourage self-reflection, including self-
assessment, peer-assessment, group discussions, self-reflection papers, and
problem-based learning. Questions for instructors to consider while preparing to
integrate self-reflection activities:

* From your perspective, why is it important for students to engage in
self-reflection?

e What self-reflection activities will you incorporate into your lesson(s)?

¢ What awareness, knowledge, ond/or skill do you hope students will
take away from each activity?

* What strategies can be used to promote honest, authentic response
to self-reflection activities (e.g, anonymous electronic polls)?

Slide Deck Visuals, Language, & Student Voice

The images used within the slide deck should be inclusive and represent the full
spectrum of diversity among individuals with psychosis. Furthermore, the language
used within the lecture should echo the guidelines introduced under the [nstructor
Considerations section; namely, instructors should use (ond encourage students to
use) person-centered and non-stigmatizing language while  avoiding
colloquialisms and terminology that sensationalizes mental illness or suggests that
those experiencing mental health conditions have a lower quality of life. Students
should be prompted to voice their questions and opinions and should also be
encouraged to reference these language guidelines.

e APA's Language Guidelines on Racial and Ethnic Identity

e APA's Equity, Diversity, and Inclusion Guide

SCHOOL Or MEDICHE D ®UMBC
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https://apastyle.apa.org/style-grammar-guidelines/bias-free-language/racial-ethnic-minorities
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https://www.apa.org/about/apa/equity-diversity-inclusion/language-guide.pdf
https://www.apa.org/about/apa/equity-diversity-inclusion/language-guide.pdf
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The following tools should be used to assess and promote student/trainee
knowledge acquired during the seminar.

Knowledge Checks & Assignments

Traditional knowledge assessments (e.g, multiple choice tests) rely heavily on
quantitative data to determine program effectiveness, but may under-detect
meaningful changes pertaining to CARE-related content. A combination of mixed-
methods, quantitative, and qualitative approaches should be employed to assess
student growth and provide opportunities to demonstrate learning. Knowledge
checks and/or assignments should align with SLOs (see Proactive Strategies) to
ensure they are culturally responsive. Examples of culturally responsive
assignments include capstone projects, reflective writing, and structured case
presentations. Instructions for activities should also be clear and encourage
reflection on key CARE considerations including power, privilege, and positionality.

Instructors should engage in self-reflection by asking themselves:

e What qualitative and qualitative knowledge checks do you typically
incorporate into your course?

e How can you modify them to enhance emphasis on CARE in psychosis?

Key Takeaways

Students should be prompted to generate their own takeaways from the lecture
before key points are reviewed. For example, the instructor can provide instructions
for the students to brainstorm and share the conclusions they will take with them
into the real world and into clinical practice.

Fundamentally, it should be understood that psychosis exists on a spectrum,
impacts a variety of individuals, and is contextualized by historical and
sociocultural factors. Correspondingly, there are best practices for the screening,
assessment, and treatment of psychosis within a culturally sensitive framework.

UNIVERSITYof MARYLAND
SCHOOL OF MEDICINE UMBC MORGCAN ST/E?UNIVF,RSITY.



Once students have shared their reactions, additional takeaways can be
generated through reflection of the following key points within each theme:

Theme 1: Psychosis: Fundamentals and Historical Context
e History of Racism in Mental Health
e Origins and Sociocultural History of Psychosis
e Trauma and Psychosis

Theme 2: Early Psychosis Symptom Identification and Trajectory
e Psychosis Spectrum
e Duration of Untreated Psychosis
e Attenuated vs. Full Threshold
e Who Experiences Psychosis?

Theme 3: Challenges in Early Psychosis Intervention and Identification
e Misattribution
e Overpathologizing Sociocultural Factors

Theme 4: Early Psychosis Screening and Referral
e Multicultural Guidelines and Tools

Polls
Interactive tools such as polls should be used to assess overall class-wide
knowledge in an interactive manner (e.g, Poll Everywhere, Mentimeter).

Videos

Videos are a valuable additional resource to reify key concepts, introduce different
perspectives or expert resources into the classroom, and most importantly,
integrate the voices and narratives of individuals and families with lived
experiences of psychosis.

There are a number of videos available that focus on reflecting first-hand
experiences of early psychosis (see examples on page 12 and in Appendix A),
including a series of psychosis-centered educational videos developed as a part of
this project for specific use in the pre-service behavioral health classroom setting.

0
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https://www.mentimeter.com/

Experiential Learning Activities

Although it is typically best practice for students to consolidate clinically relevant
knowledge by engaging in extended experiential learning opportunities (ie, field
placements), early psychosis clinical training programs are not always feasible,
practical, or available to all behavioral health pre-service students. In the absence
of field placement opportunities, it is recommended to integrate experiential
learning opportunities in the classroom to promote further student engagement
and acquisition of the relevant skills.

Although a number of experiential learning activities are embedded in the lecture
slides provided with this best practices guideling, instructors are encouraged to
adapt and develop their own activities as well.

Some examples of experiential learning approaches are listed below:

Paired simulation/role play
e.g, Have students practice what it is like to complete a psychosis screening tool with
a client, and how to ask follow-up questions about endorsed symptoms.

Observational simulation/role play

e.g, Have two students practice implementation of an early psychosis screening tool
and instructing the observing students to generate thoughts or responses to a
thought question assigned before the role play took place.

Clinical vignettes
e.g, Have students read a short description of a clinical encounter and instructing
small groups to generate examples of how they would respond to that scenario.

Development of student-generated educational materials
e.g, Have students create a psychoeducational infographic on psychosis.

Self-reflection questions or statements embedded throughout the lecture material

Student-led teaching activities

e.g, Have students develop a short in-class presentation on material covered during
the class to demonstrate how they would provide psychoeducation on psychosis to
clients, families, colleagues, or other community members.

0
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1. Background

On January 17, 2014, President Barack Obama signed into law H.R. 3547, the “Consolidated
Appropriations Act, 2014.” Recognizing that the majority of individuals with serious mental iliness, such
as schizophrenia, bipolar disorder, and major depression, experience the first signs of illness during
adolescence or early adulthood, and that there are often long delays between symptom onset and the
receipt of evidence-based interventions, the legislation provides funds to the Substance Abuse and
Mental Health Services Administration (SAMHSA) to support the development of early psychosis
treatment programs across the United States. A 5% set-aside (approximately $25M) has been allocated
to SAMHSA’s Mental Health Block Grant program to support the work. Senate Report 113-71, which
accompanies the legislation, notes that multicomponent first episode psychosis (FEP) treatment
programs already implemented in Australia, Canada, and the United Kingdom represent viable
treatment models for improving symptoms, reducing relapse episodes, and preventing deterioration
and disability among individuals suffering from psychotic illness. In order to ensure that programs with a

demonstrated evidence base are established in the United States, the National Institute of Mental
Health (NIMH) has been directed to assist SAMHSA in developing input for states regarding promising
FEP treatment models. In response to that directive, this document provides an overview of the
evidence-based components of coordinated specialty care programs for the treatment of FEP.

2. First Episode Psychosis

Approximately 100,000 adolescents and young adults in the United States experience FEP each year
(calculated from McGrath, Saha, Chant, et al., 2008). With a peak onset occurring between 15-25
years of age, psychotic disorders such as schizophrenia can derail a young person’s social, academic, and
vocational development and initiate a trajectory of accumulating disability. Youth who are experiencing
FEP are often frightened and confused, and struggle to understand what is happening to them. They also
present unique challenges to family members and clinical providers, including irrational behavior,
aggression against self or others, difficulties communicating and relating, and conflicts with authority
figures. Impaired awareness of illness may be an additional complicating factor. Despite these
complexities, early intervention with evidence-based therapies offers real hope for clinical and
functional recovery. Both meta-analytic and narrative reviews of randomized and quasi-experimental
treatment studies conclude that early intervention services for psychosis can improve symptoms and
restore adaptive functioning in a manner superior to standard care (Bird et al., 2010; Penn et al., 2005).

3. Evidence Supporting Early Intervention

An abundance of data accumulated over the past two decades supports the value of early intervention
following the first episode of psychosis. Clinical research conducted world-wide supports a variety of
interventions for ameliorating psychotic symptoms and promoting functional recovery in FEP, including
low doses of atypical antipsychotic medications (Robinson et al., 2005; Sanger et al., 1999); cognitive
and behavioral psychotherapy (Jackson et al., 2005; Lecomte et al., 2009; Lewis et al., 2005; Wang et al.,
2003); family education and support (Goldstein et al., 1978; Leavey et al., 2004; Zhang et al., 1994); and

(2)
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educational and vocational rehabilitation (Killackey et al., 2008; Nuechterlein et al., 2008; Nuechterlein
et al., 2013). These evidence-based components often come together in specialized early intervention
programs that emphasize prompt detection of psychosis, acute care during or following periods of crisis,
and recovery-oriented services offered over a 2-3 year period following psychosis onset. Recent studies
emphasize continuity of specialized care for up to five years post-psychosis onset in order to consolidate
gains achieved through initial treatment (Norman et al., 2011). Randomized controlled trials (Craig et al,
2004; Petersen et al., 2005}, historical control investigations (Fowler et al., 2009; McGorry et al., 1996;
Mihalopoulos et al., 2008}, and naturalistic effectiveness studies (Uzenoff et al., 2012) indicate that
coordinated specialized services offered during or shortly after FEP are effective for improving clinical

and functional outcomes among youth and young adults at risk for serious mental illness.

In 2009, NIMH launched the Recovery After an Initial Schizophrenia Episode (RAISE] research initiative to

explore methods for establishing coordinated specialty care programs for FEP in the United States. Two
research investigations—the RAISE Early Treatment Program and the RAISE Connection Program—were
funded to develop, test, and implement coordinated specialty care programs in non-academic

treatment settings. Initial results from the RAISE projects suggest that mental health providers across
multiple disciplines can learn the principles of coordinated specialty care for FEP, and apply these skills
to engage and treat persons in the early stages of psychotic illness. These early findings, combined with
the already reviewed evidence supporting early intervention in psychosis, are so compelling that the
question to ask is not whether early intervention works for FEP, but how specialty care programs can be

implemented in community settings throughout the United States.

4, Coordinated Specialty Care

Coordinated Specialty Care (CSC) is a team-based, multi-element approach to treating FEP that has been
broadly implemented in Australia, the United Kingdom, Scandinavia, and Canada. Component
interventions include assertive case management, individual or group psychotherapy, supported
employment and education services, family education and support, and low doses of select
antipsychotic agents. In clinical trials, CSC has been restricted to persons with non-organic, non-affective
psychotic disorders who have been ill for five years or less; empirical evidence regarding the
effectiveness of CSC is greatest for persons who meet these criteria. CSC is intended primarily for youth,
adolescents, and young adults ages 15-25, although some programs extend eligibility to age 30. Early
intervention programs are designed to bridge existing services for these groups and eliminate gaps

between child, adolescent, and adult mental health programs.

At its core, CSC is a collaborative, recovery-oriented approach involving clients, treatment team
members, and when appropriate, relatives, as active participants. CSC emphasizes shared decision
making as a means for addressing the unique needs, preferences, and recovery goals of individuals with
FEP. Collaborative treatment planning in CSC is a respectful and effective means for establishing a
positive therapeutic alliance and maintaining engagement with clients and their family members over
time. CSC services are also highly coordinated with primary medical care, with a focus on optimizing a

client’s overall mental and physical health.
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4.1 Team-Based Approach

In some regards, the CSC framework for FEP resembles the widely disseminated Assertive Community
Treatment (ACT) model of community-based psychiatric care. Shared aspects include reliance on multi-
disciplinary treatment teams, a small client to staff ratio, and a menu of services directed at supporting
adaptive functioning in the community (e.g., case management, psychiatric treatment, housing and
vocational assistance, substance abuse services, family education and support, and 24/7 accessibility).
There are important differences between ACT and CSC models, however, including the clients served
and the goals of treatment. In contrast to ACT, CSC teams serve a younger population without
established disability, have the capacity for out-of-office visits but do not require them as the modal
practice, and set expectations for a time-limited treatment experience of 2-3 years. If treatment is
required beyond 3 years, most clients can step down to a lower level of specialized care, with eventual
transition to regular services at the mental health center.

CSC is typically delivered by 4-6 clinicians who are trained in the principles of phase-specific care for FEP
and maintain a shared caseload of 30-35 clients; providers’ individual caseloads vary depending on how
the CSC program is organized, as explained in Section 5, Configuring and Staffing CSC Programs. Allied
health professionals—i.e., psychologists, social workers, mental health counselors, and rehabilitation
counselors— generally provide case management, individual and family therapy, and supportive
employment and education services; psychiatrists and nurse practitioners are primarily responsible for
pharmacotherapy and coordination with primary healthcare. Weekly team meetings and frequent
communication among team members bolsters fidelity to the early intervention model, focuses
treatment on each client’s recovery goals and needs, and builds interdisciplinary team morale that
sustains high-quality service provision over time.

A developing program should consider including individuals with lived experience of psychosis as team
members, particularly peers who can help ensure the “youth friendliness” of the CSC program (Stavely
et al., 2013). Recent studies illustrate that persons with lived experience can effectively deliver CSC
interventions such as supported employment services, and add unique value to recovery-oriented
programs (Kern et al., 2013). Any of the key functions described below can be filled by persons with
lived experience, provided that the individual meets credentialing and/or licensing requirements
associated with the CSC role and has successfully completed training in all aspects of phase-specific care
for FEP.

Although an individual with FEP may work with multiple members of the CSC team, one provider is
always identified as the client’s principal care manager. This person is responsible for coordinating all
aspects of the client’s care, and serves as the client’s link to the rest of the treatment team, as well as
outside social service agencies and emergency treatment facilities.

(4)
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4.2 Key Roles on CSC Teams

Successful implementation of CSC depends more on assuring adequate coverage of key roles rather than
achieving 1:1 correspondence between the number of providers and CSC service components. Table 1
summarizes critical roles and clinical services provided in CSC programs. Essential functions include (1)
overall team leadership and management and (2) competent delivery of core clinical services, including
case management, psychotherapy, supported employment and education, family education and
support, and pharmacotherapy/primary care coordination. The number of providers necessary to fill key
roles may vary from site to site depending on the size of the FEP cohort served, the number of providers
available, and the level of effort each provider devotes to the CSC program. In programs with smaller
caseloads, key roles may be combined so long as the provider has achieved competency in each
assigned CSC function. For example, the Team Leader may deliver clinical interventions such as primary
care management or family education and support while also providing overall administrative and
supervisory oversight to the team. Alternately, the roles of individual psychotherapist and care manager
might be combined. The only exception to this practice is the supported employment/education role,
which involves highly specialized skills and the majority of work time spent in the community assisting
job seekers with locating employment. Section 5, Configuring and Staffing CSC Programs, provides
several examples of staffing models and role configurations implemented in the RAISE Early Treatment
and Connection Programs.

Table 1. Key CSC Roles and Clinical Services.

CSCRole Description Rationale
Team Leadership The CSC Team Leader is an experienced Building and sustaining an effective mental health
clinician with a clear commitment to recovery- | team requires committed leadership that provides
oriented care and strong communication, clarity of purpose, a shared vision, coordination of
management, and program development skills. | services, and frequent review of team operations
The Leader provides ongoing consultation to to maintain high quality care.

team members regarding the principles of early
psychosis intervention and coordinates key
services such as screening potential clients for
admission into the program, leading weekly
team meetings, overseeing treatment planning
and case review conferences, and cultivating
referral pathways to and from the CSC program.

Strong leadership results in greater collaboration
and coordination within multidisciplinary teams;
solid teamwork translates into improved patient
care and superior clinical outcomes for persans with
first episode psychosis.

Case Management | Case management assists clients with problem | Successful treatment of individuals with FEP often
solving, offering solutions to address practical requires a high degree of coordinated care which is
problems, and coordinating social services effectively delivered using a case management
across multiple areas of need. Case model.

management involves frequent in-person
contact between the clinician and the young
person and their family, with sessions
accurring in clinic, community, and home
settings, as required.

Individuals who experience FEP frequently need
assistance with practical problems such as obtaining
medical care, managing money, securing
transportation, navigating the criminal justice
system, and procuring stable housing.

(5)
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Supported SEE services facilitate the recovering person's For younger clients, the experience of FEP can
Employment and return to work or school, as well as attainment | disrupt school attendance and academic
Education (SEE) of expected vocational and educational performance. For young adults, FEP can impede

milestones. SEE emphasizes rapid placement in | attempts to obtain or maintain employment.
the individual’s desired work or school setting
and provides active and sustained coaching
and support to ensure the individual’s success.
The SEE Specialist strives to integrate
vocational and mental health services, is the
CSC team liaison with outside educators and
employers, and frequently works with the
client in the community to enhance school or
job performance.

Young clients with FEP are often in school or are
establishing their initial work career. Resumption of
normal educational or vocational activity is a
common goal for clients and family members. SEE
services are highly valued by many clients, and
often provide a motivation for adhering to other
aspects of the CSC program.

Psychotherapy Psychotherapy for FEP is based upon cognitive Psychological inter ions are essential for
and behavioral treatment principles and symptomatic and functional recovery, and may aide
emphasizes resilience training, iliness and in the prevention of comarbidities, such as nicotine
wellness management, and general coping addiction and substance abuse.

skills. Treatment consists of core and
supplemental modules and is tailored to each
client's needs. Clients and psychotherapists
work one-on-one or in groups, meeting weekly
or bi-weekly, with the duration and frequency
of sessions personalized for each individual.

The experience of FEP disrupts the person’s sense
of wellness and often derails confidence and pursuit
of pre-illness life goals. Psychotherapy—individual or
group—aims to restore the person’s feelings of
personal wellness, reinforce coping and resilience,
and lessen the likelihood of subsequent psychotic
episodes and prevent or treat co-morbidities.

Family Education Family education and support teaches relatives | A first episode of psychosis can have a devastating
and Support or other individuals providing support about impact on the ill person’s relatives and other
psychosis and its treatment and strengthens support persons, who struggle to adjust to
their capacity to aide in the client’s recovery. changed circumstances and new demands.

To the greatest extent possible, and consistent
with the client’s preferences, supportive
individuals are included in all phases of
treatment planning and decision making. For
individuals less than 18 years of age,
participation of a family or guardian is
generally required.

Education about psychosis and its treatment is
recommended for all families during the initial
phase of FEP care. Increasing relatives’ under-
standing of psychotic symptoms, treatment options,
and the likelihood of recovery can lessen family
members' distress and feelings of helplessness. In
addition, an alliance between the CSC team and
Depending on the number of clients served at family members often helps to maintain contact
any given time, family therapy may be offered with the client in the event that psychotic

on an individual basis, or through multi-family symptoms reoccur.

workshops and support groups.

Pharmacotherapy | Evidence-based pharmacologic approaches Guideline-based use of medication optimizes the
and Primary Care guide medication selection and dosing for speed and extent of recovery, as well as
Coordination persons with FEP. Pharmacotherapy typically acceptance of pharmacologic interventions.

begins with a low dose of a single antipsychotic
medication and invelves monitoring for
psychopathology, side effects, and attitudes
towards medication at every visit. Special
emphasis should be given to cardiometabolic
risk factors such as smoking, weight gain,
hypertension, dyslipidemia, and pre-diabetes.
Prescribers maintain close contact with
primary care providers to assure optimal
medical treatment for risk factors related to
cardiovascular disease and diabetes.

The medical care of young people during the early
stages of mental illness is considerably different in
style and content compared to approaches used in
older individuals with established illness.
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Licensed clinicians—i.e., psychologists, sacial workers, mental health counselors, and rehabilitation
counselors—typically possess the education and training required for the CSC team leader, case
manager, psychotherapist, and family therapist roles. Supported employment and education specialists
should be selected on the basis of (1) an undergraduate degree in mental health, social services, or
business; (2) experience working with people with serious mental illnesses; and (3) experience providing
employment services within the Individual Placement and Support (IPS) model (Drake et al., 2012).

Licensed physicians and nurses are required to fill CSC medical roles.

4.3 Core Functions of Coordinated Specialty Care

In addition to the clinical services noted above, CSC provides six critical functions for young people
experiencing a first episode of psychosis: (1) access to clinical providers with specialized training in FEP
care; (2) easy entrée to the FEP specialty program through active outreach and engagement; (3)
provision of services in home, community, and clinic settings, as needed; (4) acute care during or
following a psychiatric crisis; (5) transition to step-down services with the CSC team or discharge to
regular care after 2-3 years, depending on the client’s level of symptomatic and functional recovery; and
(6) assurance of program quality through continuous monitoring of treatment fidelity.

Specialized Training in FEP Care

Training in evidence-based treatment for FEP occurs at two levels: (1) the overall philosophy of team-
based care for FEP, and (2) specialized services that support the client’s recovery. Each team member
must master the overall theoretical framework of CSC treatment, including the recovery potential for
FEP persons, developmental issues specific to adolescents and young adults experiencing a first episode
of psychosis, the concepts of shared decision making and person-centered care, and the importance of
maintaining an optimistic therapeutic perspective at all times. In addition, CSC staff members must
understand common problems that cut across all service categories, such as difficulties in engaging the
client and their family members, clients’ vulnerability for developing substance use problems, and
heightened risk of suicide during the early years of treatment.

Both the RAISE Early Treatment Program and the RAISE Connection Program have developed training
materials that (1) present the rationale for early intervention in first episode psychosis; (2) introduce
the principles of team-based coordinated specialty care; (3) orient providers to the key roles and
clinical services provided in the CSC program; and (4) detail core competencies related to specific
treatment modalities. These materials—manuals, instructional videos, educational handouts, and

worksheets—are listed in Section 8, C5C Program Development Resources, and are available on-line.

In order to enhance fidelity to the C5C model, workforce development also involves ongoing
supervision and continuing education for all staff involved in the treatment program. Supervision may
occur at multiple levels, including in-person sessions with the CSC Team Leader for case managers and
supported employment specialists, or consultation with FEP subject matter experts via conference calls,
webinars, or distance learning programs for medical professionals, psychotherapists, and family
therapists. Case review during weekly team meetings is also an effective means for reinforcing CSC
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treatment principles and ensuring competent FEP clinical care. Soliciting input from current and former
clients is an excellent method to ensure the “youth friendliness” of the CSC program and increase its
relevance to young people recovering from FEP (Stavely et al., 2013).

Community Outreach

Early intervention programs aim to reduce the duration of untreated psychosis by improving early
detection of FEP in the community and facilitating rapid access to C5C services. As was the
case in the two RAISE studies, a single provider must be responsible for community outreach, with a
charge to remove barriers to CSC access and to speed entrée to FEP services. The outreach
specialist is given dedicated time to develop referral pathways with inpatient facilities, emergency
departments, crisis intervention services, and the criminal justice system, cultivating relationships
with admission and discharge personnel at these agencies through frequent visits, phone calls, email
communication and timely evaluation of potential FEP cases. The outreach specialist also
communicates regularly with administrators of child and youth mental health programs to identify
clients in those systems who might benefit from CSC treatment. Similarly, the outreach specialist
monitors referrals and intakes to the parent agency, facilitating connection of likely candidates to the
CSC program.

For programs newly established under the fiscal year (FY) 2014 budgetary set-aside funds, it is
recommended that CSC staff emulate the strategy of engaging proximal referral sources first, as noted
above, and to defer outreach to other potential referrers—e.g., schools, primary care physicians, and

social services agencies—until the CSC program is firmly established.
Client and Family Engagement

Persons experiencing FEP, and their family members, are often difficult to engage in treatment,
requiring a thoughtful approach to presenting the CSC program from the moment of initial contact.
Assertive outreach, efficient enrollment, and hopeful messages are critical at the time of intake.
Descriptive materials should be free of stigmatizing and clinical language, and emphasize the program’s
focus on helping individuals address and accomplish their own goals. Examples of descriptive brochures
and flyers developed in the RAISE Connection Program for prospective clients and their family members
can be found in Section 8, CSC Program Development Resources.

First contacts with clients and family members should be supportive and reassuring, with emphasis
placed on learning about how the individual experiences symptoms, how such experiences impact their
daily lives, and how changes related to FEP have affected family members or other significant others.
The CSC team uses this information as a starting point for describing the CSC program, emphasizing
specific services that may be most helpful to the individual and family members. Initial ambivalence is
common among clients and relatives, so effective engagement requires ongoing education and support
and a willingness on the part of providers to negotiate changes in treatment goals and strategies.
Engagement is also facilitated by establishing a “youth friendly” atmosphere in the clinic setting and
instilling such a mindset among providers. Such efforts will require locating the CSC program in a space
distinct from the larger clinic, ideally with a separate entrance and waiting room. Receptionists and
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office personnel—who may be accustomed to serving adults with long-standing psychotic disorders—
may require additional training on the recovery model and needs of transition age youth with FEP.

The CSC care manager should contact the referred individual as soon as possible, ideally within 24 hours,
to describe the CSC service and screen for program eligibility. Offering appointments on evenings and/or
weekends is essential to meet the needs of youth and family members with school or work
commitments, and allows for more rapid evaluation. If referred individuals are in the hospital, ‘in reach’
to the inpatient unit is optimal. The CSC care manager should gather information relevant to
establishing eligibility including age, time since onset of psychosis, previous treatment, response to
treatment, degree of established disability, and history of medical problems, substance use, and
affective symptoms. Consistent with the overall program orientation, the process of gathering
information should be supportive, person-centered, and youth friendly. Individuals meeting eligibility
criteria should be offered an admission interview with the CSC team quickly, ideally within seven days of
the screening interview.

Individuals ineligible for the CSC program (e.g., who do not meet FEP diagnostic criteria, or who have
been ill for more than 5 years) should be referred to other mental health services. For those admitted to
CSC, collaborative treatment planning (Heinssen et al., 1995) and shared decision-making (Deegan and
Drake, 2006) regarding medical, psychological, and rehabilitative interventions will serve to build mutual
respect between clients with FEP and providers, and enhance ongoing cooperation. Personalized,
recovery-oriented goals that focus on normal developmental milestones (e.g., returning to school or
work, re-engaging with peers) are most likely to sustain motivation for treatment beyond the initial
phase of care.

Mobile Outreach and Crisis Intervention Services

Mobile outreach is provided to young people who have difficulty engaging with clinic-based services, or
those who have complex needs requiring intensive support, such as legal issues, homelessness, or
obtaining medical care for comorbid physical conditions. The CSC team employs a multi-disciplinary
approach to mobile case management, with supportive interventions occurring in clinic, community, and
home settings as required. For example, case managers may escort clients to appointments in the
community, and facilitate engagement with needed social services. Likewise, supported employment
and education specialists provide active coaching and support school and work settings. Similarly, family
clinicians may offer support in the FEP client’s home, including practical assistance to clients and
relatives during periods of turmoil or instability.

The RAISE Connection Program found that 24-hour telephone coverage was sufficient for managing
most crisis situations and, in many instances, averted the need for acute services such as emergency
department visits or inpatient hospitalization. In instances where an emergency could not be managed
remotely, the on-call person facilitated rapid and effective use of crisis services available outside the CSC
program. In the event of hospitalization, the on-call person alerted the client’s primary care manager,
who contacted the inpatient team to coordinate discharge planning and transfer back to the CSC
program for follow-up care.
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Transition of Care

CSC treatment programs in the RAISE initiative did not mandate a specific intensity or duration of
services, but developed treatment plans based on the individual client’s specific needs, goals, and pace
of recovery. CSC programs developed abroad often offer services for no more than 24 months, but
evidence suggests that abrupt transfer to usual care after two years compromises the immediate
benefits of early intervention (Bertelsen et al., 2008; Gafoor et al., 2010). These data have been cited as
evidence that the short-term benefits of early psychosis intervention do not automatically translate into
longer term gains (Bosanac et al., 2010}, and argue for continuity of care for up to five years after
psychosis begins. A recent Canadian study supports the notion of continuity of care, with reported
maintenance of early treatment gains at five-year follow-up for clients who transitioned to a lower
intensity of specialized intervention after two years (Norman et al., 2011). This step down in care
involved ongoing connection with one member of the CSC team (e.g., case manager or psychiatrist) for
an additional 1-3 years, with eventual transition to regular services at the mental health center.

Determining when a client is ready for transition to a less intensive level of care should be a
collabarative process involving the client, their relatives and important others, and members of the CSC
team. Together, there should be an assessment of the client’s progress in achieving treatment goals in
key domains [e.g., school and work functioning, quality of peer and family relationships, relief from
symptoms, abstinence from substances, effective management of health issues) and identification of
areas that require additional work. An important consideration in planning the transition from CSCis
the client’s personal vision of stability, success in community functioning, and personal autonomy.
Focusing on these issues enable the CSC team to work effectively with the client to achieve an optimal
balance between professionally delivered treatment, therapeutic activities and supports available in the
community, and self-directed recovery goals. Transition planning guides and worksheets can be found in
the supplemental resource list found in Section 8, CSC Program Development Resources.

Assuring Fidelity to the Early Intervention Treatment Model

Fidelity and outcome measures allow program planners and administrators to answer key questions
around CSC program implementation such as:

1. Are CSCteam members implementing interventions as intended?
2. Are providers delivering what was promised in the service contract?
3. Have CSC services achieved desired clinical and functional outcomes for clients with FEP?

Fidelity monitoring also addresses the needs of clients and family members who seek assurance that
services offered are of satisfactory quality, and will lead to desired school, work, social, and health
outcomes.

Efficiency calls for a very practical approach to fidelity monitoring, with measures drawn from
information readily available from routine clinical operations. The best fidelity measures are those that
are acceptable proxies for key components of CSC. For example, a core expectation of FEP specialty care
is that antipsychotic medications are a central part of treatment for almost everyone, with careful
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monitaring for effectiveness, side effects, and metabolic changes over time. Medication records and
associated laboratory orders provide information necessary to assess the quality of
psychopharmacology interventions, including medication type and dose, and whether metabolic
parameters were assessed. The fidelity of a CSC clinic to pharmacotherapy guidelines (e.g., Buchanan et
al., 2010) can be assessed by computing the proportion of clients (1) who were prescribed a
recommended antipsychotic medication; (2) who had at least one trial of a recommended medication,
within the recommended dosage range, for at least four continuous weeks; and (3) who received the
recommended metabolic monitoring. The RAISE Early Treatment Program has developed a decision
support system for prescribers which can enhance the implementation of evidence-based
pharmacotherapy, while also providing a seamless framework to monitor quality and fidelity of medical
interventions. Information about this medication decision support system can be found in Section 8,
CSC Program Development Resources.

Many clinics or hospitals with CSC teams will document service contacts and clinical data via an
electronic health record (EHR), allowing fidelity and outcome information to be obtained from electronic
claims data or other automated reports. In the absence of an EHR, routine service logs may be used to
inform many fidelity measures so long as they note the client and staff member involved, whether
family members were present, and the location of the service (i.e., office versus community). When
abstraction from electronic claims data is not an option, implementing a chart abstraction system is a
feasible approach. Finally, the Supported Employment Fidelity Scale, part of SAMHSA’s Supported
Employment toolkit (SAMHSA, 2009), provides a means for measuring the quality and impact of
supported employment services. lllustration of how key CSC components—i.e., team structure and
functioning, psychopharmacology, individual psychotherapy, family intervention, supported
employment/education—were operationalized in the RAISE Connection Program, with benchmarks that
indicate fidelity to the CSC intervention model can be found in Section 8, CSC Program Development
Resources,

5. Configuring and Staffing CSC Programs

In collaboration with the New York State Office of Mental Health, RAISE researchers have developed a
publicly available decision support tool to determine the number of CSC teams needed to provide
services in a given region, as well as the approximate cost of providing services (Humensky et al.,

2013). The tool accounts for several variables, such as estimated incidence of FEP for a given catchment
area, the percentage of eligible individuals who will actually enroll in the program, and the average
duration of time an individual with FEP will receive services. The tool can help states select the CSC
program configurations that best match local circumstances.

CSC team members should be selected on the basis of credentials, clinical experience, affinity for
recovery oriented care, and respect for clients’ independence and self-determination. Seasoned
clinicians are the preferred candidates for CSC roles, with emphasis on those clinicians who embrace the
challenges of working with adolescents and young adults experiencing psychosis, are flexible regarding
intervention approaches to engage clients and family members, and can tolerate uncertainty regarding
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clients’ preferred recovery strategies. Peers and those with lived experience have also been shown to be
important resources for these programs given their ability to engage and support young people
struggling with a psychotic disorder (Stavely et al., 2013).

In staffing the programs, agency administrators may select the majority of C5C team members from
existing personnel and fill gaps in expertise by hiring professionals with needed skills. Alternatively, a
clinic may opt to hire additional staff for this new service. Personnel selected would then be formed into
integrated teams to serve the FEP population through (1) extended training in the principles of team-
based, stage-specific care for early psychosis and (2) protected time for fulfilling the key CSC roles and
core functions described in Sections 4.2 and 4.3 of this document.

The case studies that follow illustrate variations in how the CSC model has been implemented in the two
NIMH RAISE investigations. In each instance the CSC team was embedded within the parent health care
organization to capitalize on synergies with existing clinical programs and administrative resources.
While CSC team members’ primary clinical responsibilities were for FEP clients, certain clinicians may
have fulfilled other roles within the agency, and provided services to both FEP and non-FEP clients. This
arrangement provided the parent agency with maximum flexibility for allocating clinical resources to
multiple areas of need. The examples below reflect acceptable models for how new programs might
implement the C5C model.

5.1 RAISE Connection Program

The RAISE Connection Program created CSC programs in New York City, New York and Baltimore,
Maryland; each team consisted of four staff members (2.7 full-time equivalent [FTE] employees) for a
target caseload of 25 clients. A licensed clinician served as full-time team leader. The team leader
provided administrative oversight of the program and supervised other team members to assure fidelity
to the CSC model. The team leader also served as the primary care manager for most clients. A full-time
supported employment/education specialist provided services based on the IPS model. A half-time
recovery coach provided individual and group cognitive and behavioral psychotherapy interventions for
clients with FEP and psychoeducation sessions for clients’ family members. Finally, the total FTE for the
program psychiatrist was 0.2. It was helpful if the psychiatrist was otherwise employed in the agency so
that he/she would be available in the case of a crisis. Of note, the team members were not responsible
for conducting evaluations for program eligibility; this was done by a separate outreach and enrollment
specialist who worked with the team.

In June 2013 the New York State Office of Mental Health announced OnTrackNY, an initiative designed
to implement CSC programs in the downstate region. For this project, the RAISE Connection program
model was modified to increase flexibility and to allow for staff time to do CSC outreach and evaluations
for eligibility. In the OnTrackNY approach, CSC teams serve between 30 and 35 clients and require two
FTE licensed staff members who cover four roles: team leader; recovery coach; primary care manager;

and outreach and recruitment coordinator. The team leader must be full-time. The other clinician FTE

can be a full-time staff member or divided among two part-time staff. Additional staff members include
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a full-time supported employment/education specialist, a psychiatrist who is 0.3 FTE, and a 0.2 FTE
nurse who assists with medication and health related issues.

In this approach to CSC, individual providers assume more than one role on the treatment team. In
practice, each clinician serves as primary care manager for a group of patients and then assumes at least
one other clinical responsibility in the program. This creates optimal flexibility and allows for staff
members with appropriate training to assume various roles as needed. The team leader oversees role
and client assignment. Depending on the preferences of the team and staff backgrounds, several
permutations of the OnTrackNY model will work.

Example 1: The team leader is full-time and the other two clinician staff members are half-time.
In addition to serving as team leader, the team leader could be in charge of outreach and recruitment
and have a small caseload. One of the half-time staff members could serve as recovery coach and
primary clinician. The third half-time staff member could serve as primary care manager only.

Example 2: Both the team leader and second clinician are full-time. The team leader serves as
primary care manager as well as team leader with a larger caseload. The second clinician could serve as
recovery coach and do outreach and recruitment with a smaller caseload.

5.2 RAISE Early Treatment Program

The RAISE Early Treatment Program established CSC programs in 17 community clinics located in urban,
suburban, and rural settings across the United States. The embedded team model worked well in a
variety of agency contexts, as illustrated in the following examples.

Example 3 (urban setting): One CSC program was developed in a mental health center that
served a small urban area. With a catchment area covering ~160,000 individuals, agency administrators
anticipated an FEP caseload of 25-30 clients. An existing team-based treatment program for outpatients
at high risk for hospitalization (HRH) was leveraged in order to form a team of CSC providers. A subset of
six HRH team members were selected for the roles of CSC team leader (0.3 FTE), family therapist (0.25
FTE), supported employment/education specialist (0.5 FTE) and psychiatrist (0.2 FTE). Two additional
clinicians (0.5 FTE each) filled the role of psychotherapist/case manager. While the primary function of
the CSC subgroup was to care for FEP clients, team members also provided services in the HRH program.
Each provider’s HRH caseload was adjusted downward based on the number of CSC clients enrolled in
the program.

Example 4 (suburban setting): One CSC program was formed within a suburban mental health
center that anticipated a caseload of 20-25 clients with FEP. Four agency personnel were selected for
new clinical positions on the FEP treatment team. The CSC team leader and family therapist roles were
combined into a single full-time position. Likewise, psychotherapist and case manager roles were
performed by one full-time provider. The psychiatrist and supported education/employment specialist
were full-time employees of the mental health center, but devoted 0.2 FTE and 0.5 FTE level of effort to
the CSC program, respectively. The psychiatrist and supported employment specialist worked with all CSC
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participants, but also served clients from other agency programs. The non-C5SC caseloads of the
employment specialist and the psychiatrist were reduced to accommodate the needs of clients in the FEP
treatment program.

Example 5 (rural setting): One CSC program was developed in a rural mental health center that
had no prior experience with team-based care. With a sparsely populated catchment area, program
planners predicted an FEP caseload of 12-15 clients. Agency administrators selected five clinicians from
four separate departments to create a cross-agency CSC team consisting of a team leader/family
therapist (0.3 FTE), a case manager (0.2 FTE), a psychotherapist (0.25 FTE), a supported
employment/education specialist {0.25 FTE), and a medication prescriber (0.1 FTE). As in the previous
examples, all team members maintained separate caseloads outside of the CSC team, with non-CSC
caseloads adjusted downward based on the number of FEP clients. The challenge of this model is the
degree of coordination required between the CSC team leader and departmental chiefs to meet the
staffing needs of the respective clinical programs.

6. Financing Services

Table 2 lists the key elements of CSC, along with information on whether/how each element is typically
covered under fee-for-service insurance. We note that our focus here is on some vs. no coverage, i.e.,
we do not consider the amount of reimbursement for services if they are covered; nor do we consider
possible benefit limits, except as noted. The effects of the latter may be partially mitigated by the
Mental Health Parity and Addiction Equity Act of 2008.
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Table 2. Coverage of CSC Components under Public and Private Fee-for-Service Programs

CSCRole

Services

Coverage Status

Team Leadership

Cultivate referral networks; facilitate access to care;
outreach to patients and family members; coordinate
clinical services among team members; provide ongoing
clinician supervision

Not covered

Psychotherapy

Provide individual and group psychotherapy sessions,
including integrated substance abuse sessions when
needed

Billable via CPT 90832;
50834; 50853

Case Management

Perform assertive case management functions in clinic
and community settings

Inconsistently covered*

Family Education and
Support

Provide psychoeducation, relapse prevention counseling,
and crisis intervention services

Billable via CPT 90846;
90847; 90849

Supported Employment/
Education

Implement IPS model of supported employment and
supported education; provide ongoing client support
following job or school placement

Inconsistently covered™®

Pharmacotherapy and
Primary Care
Coordination

Medication management; coordination with primary
medical care

Billable via CPT 99214
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Team meetings, coordination of services among team
CSC Team-Level Activity members, CSC training, clinical supervision, 24-hour Not covered
phone coverage for managing crisis situations

*if covered, coverage is almost only provided by Medicaid

As illustrated in Table 2, Current Procedural Terminology (CPT) codes exist for some of the major
components of CSC for FEP. The availability of CPT codes generally indicates that providers can bill the
service under public insurance, particularly Medicaid, as well as under private insurance. CSC services
with corresponding CPT codes include individual and group psychotherapy, family therapy, and
medication management. Pharmacotherapy, particularly the antipsychotic medications themselves, is
also generally covered under private and public health insurance.

In terms of the CSC components that involve direct provision of care, the principal exceptions to current
coverage are supported employment/education and assertive case management services. Supported
employment/education services have no corresponding CPT code. While private insurance seldom
covers supported employment, some states’ public health insurance provides some coverage via
separate programs (Latimer et al., 2004). Medicaid programs—but not private insurance—typically cover
some case management services for persons with serious and persistent mental illness. However, in
many states, eligibility for such coverage is limited to individuals with established illness and disability;
by definition, individuals with FEP typically do not meet such chronicity criteria, and may therefore be
ineligible for coverage of case management services.

In general, neither public nor private insurance programs cover most CSC team leadership and team-
level activities listed in Table 2 that are essential for: (1) assertive outreach to referral networks; (2)
facilitating patients’ access to FEP care; (3) engaging and retaining patients in treatment; (4)
coordinating services in team meetings; (5) clinical supervision; or (6) assuring the quality of services
through fidelity monitoring. The absence of specific coverage for these activities is a barrier to providing
them; evidence gathered from the RAISE Early Treatment Program suggests that this coverage gap limits
the ability to provide effective, coordinated treatment for FEP in many community clinics, and that the
gap in coverage may undermine the effectiveness of treatment components that are currently covered.

The Office of the Assistant Secretary for Planning and Evaluation (ASPE) within the U.S. Department of
Health and Human Services recently examined a range of policy questions related to early intervention
in mental disorders. This included a report (Goldman et al., 2012) and associated journal article
(Goldman et al., 2013) that focused on understanding the financing of CSC for FEP in the context of the
RAISE Early Treatment Program. The investigators visited several community clinics participating in the
Early Treatment Program and described how the respective sites addressed issues of financing various
CSC components. As the reports describe, strategies included implicit cost-shifting from CSC program
participants with relatively comprehensive coverage to those with limited or no insurance; capitated
payment arrangements that were sufficient to cover otherwise non-covered components of CSC for FEP;
and non-patient-specific funding from state mental health authorities that individual sites applied to CSC
for FEP. Further details are available in the cited reports.

(15)

=
" UNIVERSITY of MARYLAND
U SCHOOL OF MEDICINE



https://www.ama-assn.org/amaone/cpt-current-procedural-terminology

APPENDIX A
Evidence-Based Treatments for First Episode Psychosis: Components of Coordinated Specialty Care

RAISE

Sebizopmrents Episods
The assessment of financing issues in the RAISE Early Treatment Program predated full implementation
of the Patient Protection and Affordable Care Act of 2010 (ACA). The reports mention several aspects of
the ACA that may help address some financing gaps. These include several ways in which the ACA is
likely to increase the fraction of individuals experiencing FEP who have health insurance, which would
reduce the extent to which a CSC for FEP program would need to find funding to serve individuals who
lacked any insurance. The reports also describe several ways that the ACA would likely make it easier for
states to cover CSC components like case management, supported employment/education, team-
leadership, and team-level activities through section 1915(i) of the Social Security Act, the Home and
Community-Based Services State Plan Option. Since relevant provisions of the ACA are being
implemented at the time of this writing, the extent to which they may mitigate or even resolve some of
the coverage gaps identified in this section is not known.

The coverage gaps identified here need to be addressed in order to achieve robust implementation of
CSC for FEP. At minimum, states’ mental health authorities should work with CSC programs to utilize the
kind of funding mechanisms described in the ASPE reports to whatever extent is feasible and
appropriate. “At minimum” is written because it is likely to strengthen CSC programs — and thus benefit
individuals experiencing FEP —for there to be specific funding mechanism in place to cover all the
components of CSC for FEP in a systematic and ongoing fashion. For the services listed in Table 2 with
corresponding CPT codes, as well as for supported education and employment services, such funding
could be implemented via fee-for-service or capitated payment mechanisms, as long as reimbursement
levels adequately cover program costs and Summary Plan Descriptions are explicit about eligibility and
coverage rules. For care management and the program support activities in Table 2 that do not involve
direct provision of care, it may be more effective to finance these on a case-rate basis than via fee-for
service, or also include them explicitly within the scope of a capitated payment mechanism.

7. How to Begin Planning Implementation of the FY2014 Set Aside

CSC programs associated with the RAISE initiative are currently operating in 20 states (CA, CO, FL, GA, |A,
KS, LA, MD, MI, MN, MO, NE, NH, NJ, NY, NM, OH, OR, RI, and VT). Based on publically available
information, at least 5 additional states with community programs for FEP that appear to be consistent
with the CSC model have been identified (AZ, CT, MA, NC, and PA). States with existing CSC resources
could use the FY2014 set aside funds to increase capacity for offering specialty care services, including
(1) expanding the number of CSC programs throughout the state; (2) extending community outreach
beyond emergency care settings for existing programs to include public education and developing new
referral relationships with schools, primary care physicians, and child welfare agencies; and (3) instituting
an in-state training and consultation program to broaden resident expertise in FEP care.

In states without CSC programs, FY 2014 set-aside funds should be used to develop initial capacity for
FEP specialty care. Any state implementing a CSC program for the first time is encouraged to focus on
starting a single program that adheres closely to the CSC principles described in this document. As a first
step, the state could leverage existing clinical and administrative resources that might serve as a
platform for developing an integrated CSC program for youth with FEP. For example, is there an agency
with experience in offering team-based treatment, like ACT Teams? Are there clinicians with expertise in
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adolescent and youth mental health? Are core CSC services, i.e., case management, individual or group
psychotherapy, supported employment and education, family education and support, pharmacotherapy
and primary care coordination, already available? The agency may deliver some or most of these
services, but will need to fill gaps and tailor interventions to meet the needs of youth and young adults
with FEP.

New hires, or creative partnerships between agencies, may be necessary to acquire needed expertise,
such as clinicians with supported employment and supported education skills. In addition, organizational
restructuring, staff training, and ongoing consultation with FEP experts may be necessary to repurpose
existing services and providers into an integrated, team-based CSC treatment program. Administrative
changes may be needed to facilitate the integrated delivery of services, like protecting staff members’
time for team meetings and providing ongoing supervision to assure fidelity to CSC principles. Finally, a
variety of community outreach activities are necessary to stimulate and maintain referral pathways to
the CSC program. One CSC team member must be designated as responsible for cultivating and
maintaining these contacts, with protected time for outreach functions.

8. CSC Program Development Resources

A variety of CSC program development and training materials—manuals, videos, educational handouts,
and worksheets—are available to assist states’ efforts to initiate or expand CSC services for youth and
young adults with FEP. Resources developed under the RAISE initiative are listed below, with hyperlinks.
Other training resources will be developed over time via the SAMHSA MHBG Technical Assistance
Center, such as distance learning for continuing education, webinars for group supervision, consultation
time with FEP subject matter experts, etc.

A. RAISE Coordinated Specialty Care for First Episode Psychosis Manuals:

1. Coordinated Specialty Care for First Episode Psychosis Manual |: Outreach and Recruitment

s Summarizes key concepts, principles and processes involved in community outreach and
developing and maintaining referral networks

* Includes examples of person-centered language to use when presenting the program
* Includes sample brochures, contact forms and screening packets
e Provides an overview of how to establish outreach and referral tracking systems
e Offers sample emails and articles to use when informing others about the CSC program

2. Coordinated Specialty Care for First Episode Psychosis Manual II: Implementation

¢ This manual provides a concise overview of administrative, training and supervision
activities needed to start a first episode psychosis treatment program.

e Resources provided include a ‘Getting Started’ Checklist, example program
inclusion/exclusion criteria, and sample job descriptions for team hires

*  Provides training materials, including vignettes for team training, scripts for training role
plays, and slides to use for team training

* Includes resources for maintaining program fidelity

(17
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B. RAISE Connection Program Manuals and Resources:

1. Voices of Recovery Videos Series

* A series of 24 vignettes of consumer and family members, the videos share inspirational and
informative recovery stories focusing on a variety of topics.

e A manual is available to help integrate the videos into treatment and training.

2. Performance, Quality, and Fidelity Indicators
® Overview Table summarizes quality and fidelity indicators and overall measurement
approach used for the RAISE Connection Program study.
e Available in the Coordinated Specialty Care for First Episode Psychosis Manual Il:
Implementation

C. RAISE Early Treatment Program Manuals and Program Resources:
1. CSC(Navigate) Team Members Guide

* Gives an overview of the CSC-Navigate Program and describes how it works

e Provides information that all team members need to know, including background on
schizophrenia and the special needs of persons with FEP

* Covers logistics of staffing

e Should be read by all CSC-Navigate team members

2. CSC(Navigate) Team Leader Manual
e Details the CSC-Navigate Team Leader’s role and responsibilities
e Includes chapters on logistics; outreach; developing referrals; forming, leading and
supervising the team; engaging the client and family members; and more
* Includes worksheets and checklists
e Should be read by Team Leaders

3. Individual Psychotherapy (Resiliency Training) Manual

e Details how to provide Individual Resiliency Training (IRT) which is aimed at helping clients
set and work towards personal goals, enhancing wellness and personal resiliency, teaching
about psychosis and treatment, and improving illness management

¢ Includes client handouts

e May be used in conjunction with IRT videos

e Should be read by IRT Clinicians

4. |Individual Psychotherapy (Resiliency Training) Demonstration Videos
e Hosted by the developers of Individual Resiliency Training (IRT), the video set consists of 15
short training videos, most 5-13 minutes in length
e Each training video demonstrates one of the IRT modules with a mock-client.
* Intended to accompany the IRT Manual
e Should be viewed by IRT Clinicians

(18)
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5. CSC (Navigate) Family Intervention Manual
e Details how to conduct the CSC-Navigate Family Intervention, which aims to help relatives
support the recovery of a loved one who has experienced a first episode of psychosis.
e Topics align with Individual Resilience Training
e Contains educational handouts for family members
® Should be read by Family Clinicians and Team Leaders
6. Supported Employment and Education Manual
e Details how to provide Supported Employment and Education (SEE), which aims to help

clients achieve their work and/or school goals.
e Includes forms and worksheets

e Should be read by SEE Specialists and Team Leaders

7. Psychopharmacological Treatment Manual

e Details how to provide pharmacological treatment to clients with early phase psychosis
within a shared decision making framework

e Covered topics include recommended medications, management of side effects, enhancing
adherence, and medical management of cardiovascular and metabolic abnormalities

e Describes a medication decision support system to inform pharmacological treatment
options

e Includes tables of medication dose ranges and side effect profiles for early phase clients

e Includes client and prescriber forms

* Should be read by CSC-Navigate Prescribers (nurse practitioners or physicians)

D. Additional FEP Training Tools and Resources:

Resources, such as intervention manuals from other CSC programs and training materials (webinars,
power point presentations, etc.) may be available through the RAISE initiative investigators and their
collaborators. Some of these materials are available at no cost; others may have fees associated with
their use.

1. OnTrackNY Manuals and Program Resources:

The RAISE Connection Program clinical manuals were revised and adapted for use in the
implementation of a statewide CSC program, ‘OnTrackNY.” These materials will be available for

download at http://practiceinnovations.org/OnTrackUSA/tabid/253/Default.aspx.

a. Outreach and Recruitment Manual
* Represents an adaptation of the Coordinated Specialty Care for First Episode
Psychaosis Manual I: Outreach and Recruitment, and details how outreach and
recruitment is being conducted in NY FEP program.
¢ Includes forms for screening and evaluation, including those used to determine
pathways to care and duration of untreated psychosis.
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¢ Provides tools for tracking outreach/referral activities, template for resource lists for
individuals not eligible for the program, and sample promotional materials using
non-stigmatizing language.

b. Team Manual
¢ Provides an overview of rationale and principles of FEP treatment.
¢ Includes a series of shared decision making tools to be used in treatment.
e Lists readings and resources relevant to the treatment of early psychosis.

c. Supported Employment/Education (SEE) Manual
¢ Describes principles and activities for SEE specialist according to IPS model.
¢ Includes examples of career profiles, plans for approaching employers and receiving
assistance with school.
® Resources include employer/school contact logs, job/education support plans and
an SEE supervision log.

o Lists readings and resources relevant to the treatment of early psychosis.

d. Primary Clinician Manual

* Provides overview and description of primary clinician role including family support.

¢ Includes an overview of the OnTrackNY treatment program and team
functioning/roles.

¢ Details core treatment sessions and themes.

» Offers handouts to be used in treatment.

¢ Includes forms for needs assessments, safety plans, wellness management and
transition planning, as well as cognitive behavioral therapy treatment tools.

* |ncludes materials relevant for the family intervention component of treatment.

o Offers a list of readings and resources relevant to early psychosis treatment.

e. Recovery Coach Manual
* Provides overview and description of recovery coach role including skills training,
skills based substance abuse treatment and family psychoeducation.
¢ Includes tools to be used in the treatment process.
* Notes and checklists to track work and progress.

¢ Includes monthly family psychoeducation group materials.

f.  Psychopharmacology Manual
» Provides evidence-based approach to prescribing and monitoring antipsychotic
medications.
* Includes an overview of core treatment sessions.
¢ Provides a copy of the OnTrackNY Side Effects Checklist.
 Lists readings and resources relevant to the treatment of early psychosis.
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E. Performance, Quality, and Fidelity Materials:

1. OnTrackNY forms and indicators
e Summarizes indicators selected by the OnTrackNY program to track outcomes and fidelity.
e Provides an example of how an existing program is tracking ‘real-time’ ocutcomes through
program implementation and existing resources.

F. Employment Resource Book:
* Provides tools and exercises to help individuals with FEP with obtaining employment

G. Interactive Early Psychosis Program Planning Tool:
e Estimates number of teams needed to serve a given population; a spreadsheet version of the
tool can be made available for interested users.
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Self-Assessments of Psychosis Knowledge

PSYCHOSIS KNOWLEDGE QUESTIONNAIRE

Psychosis can be caused by lots of different factors
Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Medication can be very helpful for some people

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

People with psychosis are often anxious and depressed

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Psychosis can happen to anyone

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

People bring psychosis upon themselves

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Carers of people with psychosis often need support in their caring role

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

People with psychosis can recover

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Voices and unusual beliefs are quite common in the general population

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

It is important to be open minded about people’s beliefs and culture
Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Talking therapies can be helpful for people with psychosis

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

The role of mental health services is to get people with psychosis to accept that they have a
mental health problem, and take their medication

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Relapses are usually the person’s own fault

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

People with psychosis should withdraw from normal life to avoid stressing themselves

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much

Medication can have unpleasant side effects and is not always very helpful

Agree very much Agree moderately Neither agree nor disagree Disagree moderately Disagree very much
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doi: http://dx.doi.org/10.1037/t38882-000

Knowledge About Schizophrenia Test
KAST

Items

1. Schizophrenia is most likely caused by:

A. Brain problem
B. Drug use

C. Evil spirits

D. Pollution

E. Stress

2. A common svmptom of schizoplrenia is:

A. Being overly happy and having extra energy

B. Overeating and weight gain

C. Sudden anxiety attacks

D. Thinking that others are watching or following
E. Violence. theft, or physical attacks toward others

3. The best person to decide if someone has schizophrenia is a(n):

A. Emergency room doctor
B. Family member

C. Preacher or Minister

D. Psychiatrist

E. School teacher

4. With treatment. the most common long-term outcome for schizophrenia is;
A, Complete cure

B. Dementia

C. Mild to moderate mental retardation

D. Relief of symptoms, with possibility of relapse

E. Severe mental deterioration

5. Medicines that are used for hearing voices are called:
A, Antibiotics

B. Anti-depressants
C. Anti-psychotics
D. Sedatives

E. Tranquilizers

PsycTESTS™ is a database of the American Psychological Association
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£ PsycTESTS

doi: http://dx.doi.org/10.1037/t38882-000

Knowledge About Schizophrenia Test
KAST

Items

6. The best place to get information about schizophrenia is from:
A. Books or websites
B. Friends
C
D

. Neighbors
Newspapers
E. Preachers or ministers

. To help deal with stress. most patients with schizophrenia benefit from:

7

A. Alcohol use

B. Counseling or psychotherapy
C. Cutting back on social activitics
D. Pain-relicf medications

E. Physical therapy

_The cause of schizophrenia is most likelv related to:

. Biology

8

A

B. Environment
C. Family

D

Personality
E. Society

=l

A person strongly believes that the FBI has put a computer chip in his/her bodv. This symptom is called a:

Daydream

= =

. Delusion
Hallucination
Phobia

. Worry

Mmoo

10. A doctor usually makes a diagnosis of schizophrenia bv a(n):
A Blood test
B. CAT scan
C. Interview

D. Reading test
E. Urine test

PsycTESTS™ is a database of the American Psychological Association
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£ PsycTESTS

doi: http://dx.doi.org/10.1037/t38882-000

Knowledge About Schizophrenia Test
KAST

Items

11. Most people who have schizophrenia need to be in some sort of treatment for:
A Days

B. Weeks

C. Months

D. Years

E. Not at all

12. The best treatment for the symptoms of schizophrenia is:
A. Medicine
B. Operation

C. Relaxation
D. Strict diet
E. Vitamins

13. People with schizophrenia benefit most from:

A. Being put into a hospital for vears

B. Having fun or exercising

C. Strict schedules with full-time employment
D. Support from family/friends and low stress
E. Vitamins, minerals, or herbs

15. A 19-vear-old begins to hear voices and act paranoid several months after praduating fromhigh school The

most likely cause of his svinploms is;

A. Drinking alcohol

B. Genetic tendency toward developing an illness
C. Graduating high school

D. Personality weakness

E. Puberty and adolescence

18. The symptoms of schizophrenia usuallv begin in which stage of life?
A As ababy
B. Elementary school vears

C. Late teen-age years or young adulthood
D. 40-50 years old
E. 60-70 years old
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APPENDIX B
Self-Assessments of Psychosis Knowledge

£ PsycTESTS’
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Knowledge About Schizophrenia Test
KAST

Items

19. Which of the following is one of the new “atvpical” medicines for schizophrenia?

A, Chlorpromazing (Thorazing)
E. Haloperidol (Haldol)

C. Fluphenazine (Prolixin)

D. Trifluoperazine (Stelazine)
E. Quetiapine (Seroquel)

20. Which group is the best source of information and support for family members of people with schizophrenia?
A. American Medical Association (AMA)
B. Association of Psyvchologists and Psychiatrists (APAP)

C. Centers for Discase Control and Prevention (CDC)
D. National Alliance for the Mentally Il (NAMI)
E. Schizophrenia Family Association (SFA)

21. After hospitalization. a patient with schizophrenia would benefit most from:

A, Constant observation by family

B. Eating more meats and breads

C. Follow-up with a preacher or minister

D. Follow-up with an outpatient psychiatrist
E. Getting a full-time job and staying busy

Note. Bold font indicates correct responses.
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